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Dr. David L. Cull. I would like to congratulate the authors
on this timely study and their well written manuscript. The Uni-
versity of Florida group has a legacy of making significant contri-
butions to the vascular access literature and this paper continues
that legacy.
Dr. Huber and colleagues have presented the largest series of
DRIL procedures reported to date in the literature. At the Univer-
sity of Florida, 6% of new AV access procedures performed during
the period of this study had a DRIL procedure for access-related
steal. In Greenville, we too have a very busy vascular access prac-
tice, and I have no doubt that the incidence of steal in our practice
parallels that of Dr. Huber’s. However, their experience with the
DRIL procedure for the treatment of steal far eclipses our experi-
ence. As I read their manuscript, the differences between our
approaches to access-related steal becomes apparent. Dr. Huber’s
group treats access-related steal early and aggressively with a DRIL
procedure. In his series, nearly 50% of the DRIL procedures wereThirty-four percent of patients underwent a DRIL for the symp-
tom of paresthesia alone. Five patients in this series had a preemp-
tive DRIL procedure prior to fistula creation.
I have considered the DRIL procedure to be an effective opera-
tion for the treatment of steal but an operation that can be quite
challenging particularly in obese patients and in cases where the AV
fistula anastomosis is located close to the terminus of the brachial
artery. Furthermore, I have been concerned about the long-term
patency of the brachial artery bypass and by the fact that symptom
relief is not assured after the procedure. Finally, as noted in Dr.
Huber’s study, many of these patients have a limited life expect-
ancy. Particularly for those patients who have severe distal arterial
occlusive disease who are at the highest risk for steal. Given these
concerns, I have approached patients with access-related steal more
cautiously and have reserved the DRIL procedure for patients who
have functioning fistulas who present with digital gangrene, motor
dysfunction, or significant pain. For patients who present with
paresthesia soon after fistula creation, I have found that for many
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steal immediately after AV access creation, I try to determine if
the fistula is likely to mature and if salvage of the fistula is worth
the effort. If maturation of the fistula is in doubt, I generally
ligate the fistula and move to another site. In the current series, for
those patients who had an early DRIL procedure, 32% of the
fistulae never matured.
Now that you have provided us that mid-term outcome for the
DRIL procedure, I would like you to help me put these results into
perspective and provide me with guidance as to when I should
perform aDRIL procedure in my patients with access-related steal?
In other words, should I expand my current approach to access-
related steal? I appreciate the opportunity to discuss this paper.
Dr Huber. Despite your impressions, I would contend that
our practices are almost identical. Although a third of the proce-
dures were performed for paresthesia, I would say that these
episodes of paresthesia were significant in the sense of acute
extremity ischemia. It is not paresthesia in the sense that my hand
bothers me a little bit, but rather truly limb-threatening ischemia in
which we are forced to do something.Many of the patients develop
hand ischemia on the evening of the procedure and I can tell you
that my partners and I wouldn’t be driving back to the hospital in
the middle of the night to do the DRIL procedure unless it was
absolutely necessary. Our incidence of severe hand ischemia isessentially the same as everyone else’s in the literature with a
realistic number being between 5 – 10% for brachial artery based
procedures. Concurrent with these 64 DRIL procedures, we did
17 access ligations for this same problem. We have taken a fairly
aggressive approach to revascularization and I would say that it is
probably justified. There is a subset of patients that have preemp-
tive DRILs, and perhaps we are a couple of standard deviations
from the norm in these instances, but those were people that truly
have terminal access problems and had no other access choice other
than a catheter. I think we all feel the pressures about committing
patients to long-term catheters and the concept that we will just
ligate the access and move on hasn’t worked in our practice. I
would say, albeit somewhat anecdotal, that the incidence of hand
ischemia during subsequent access procedures in someone who has
an episode of hand ischemia is 100%. Accordingly, I would con-
tend you have to have a plan, perhaps even a preemptive plan,
about how you are going to address the inevitable hand ischemia
on the contralateral extremity in this subset of patients. We believe
that the DRIL procedure is very effective. The morbidity and
mortality are generally acceptable, the long-term patency rate is
great and it effectively preserves the access and reverses the isch-
emia. Unfortunately, patient survival is poor, thereby suggesting
that access-related hand ischemia is a marker for a particularly bad
patient outcome.
